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Abstract  
Objective: This study investigated the characteristics of the patient-practitioner relationship 
desired by overweight/obese individuals in weight management. The aim was to identify 
characteristics of the relationship which empower patients to make lifestyle changes.  
Methods: Grounded theory was used inductively to build a model of the patient-practitioner 
relationship based on the perspectives of 21 overweight/obese adults.  
Results: Emerging from the match between patient and practitioner characteristics, 
collaboration was the key process explicitly occurring in the patient-practitioner relationship, 
and was characterised by two subcategories; perceived power dimensions and openness. 
Trust emerged implicitly from the collaborative process, being fostered by relational, 
informational, and credible aspects of the interaction. Patient trust in their practitioner 
consequently led to empowering outcomes including goal ownership and perceiving the 
utility of changes.  
Conclusion: An appropriate match between patient and practitioner characteristics facilitates 
collaboration which leads to trust, both of which appear to precede empowering outcomes for 
patients such as goal ownership and perceiving the utility of changes. Collaboration is an 
explicit process and precedes the patient trusting their practitioner.  
Practice implications: Practitioners should be sensitive to patient preferences for 
collaboration and the opportunity to develop trust with patients relationally, through 
information provision, and modelling a healthy lifestyle.  
 
 
Keywords: patient-practitioner; overweight; obesity; collaboration; trust; grounded theory; 
empowerment; adults. 
 
1. Introduction 
In recent decades, “patient-centered care” has emerged as a key concept in modern 
medicine [1-4]. Patient-centered approaches may improve health [5], lessen symptom burden 
[6], and facilitate treatment adherence [7]. One aspect of patient-centered care, patient 
empowerment, is well suited to help patients with chronic conditions independently select 
and make changes to weight, nutrition, and physical activity [8]. These patients often need to 
collaborate with practitioners to produce self-management plans which balance the clinical 
expertise of practitioners with the concerns, priorities, and resources of the patient [9]. 
Philosophically, patient empowerment emphasises patient self-determination as a guiding 
principle, with patients having the right and ability to choose by and for themselves [10].  
Empowerment is often defined in terms of its anticipated outcomes, including self-
management of disease and treatment, negotiation of health and treatment-related goals, self-
efficacy about performing treatment-related behaviours, enhanced knowledge about diseases 
and treatment, and other psychosocial outcomes [10]. It is crucial to study patient 
empowerment in the treatment of overweight/obesity because: 1) these anticipated 
psychosocial outcomes such as self-efficacy, internal motivation, and personal autonomy 
predict weight loss [11] and are associated with successful weight loss maintenance [12]; 2) 
Patient-practitioner communication may improve treatment for overweight/obesity by 
empowering patients to participate more in their care [13]; and 3) obese individuals desire 
ongoing support to empower them to make different lifestyle choices, believing that weight 
loss programmes should involve empowerment [14]. In addition, overweight/obese 
individuals are often marginalised in health care settings, which may not only affect treatment 
practices [15], but has been construed as the opposite of empowerment [16]. Rates of obesity 
in Europe have also reached epidemic proportions, increasing by approximately 30% over the 
past 10-15 years [17]. Australia‟s obesity rates are among the highest in the world and have 
steadily risen during the past 30 years [18]. In 2007-08, 55.9% of the adult Australian 
population were overweight or obese [19]. As this prevalence increases, empowering 
overweight/obese patients to self-manage becomes more critical in order to reduce demands 
on health care systems.  
Similar to emerging empowerment research in other areas of health [20-25], we used 
qualitative methods to understand the characteristics of an empowering patient-practitioner 
relationship from the perspective of overweight/obese adults. Our aims were to develop a 
model about these characteristics to elucidate patient-practitioner communications that might 
empower patients to make lifestyle changes. Our research question asked what the 
characteristics were of an empowering relationship in the treatment of overweight/obese 
adults. 
2. Methods 
 Grounded theory [26] was utilised as an inductive approach to analyse data. Emerging 
concepts were grounded in data and the constant comparative method was used to 
systematically look for similarities and differences between participants. Data collection and 
analysis occurred simultaneously to allow the researcher to sample theoretically based on 
incoming data.  
2.1. Data collection 
 Data collection was approved by the university‟s ethics board, and overweight/obese 
adults were recruited through advertisements at the university‟s health clinics, snowball 
sampling, and a radio broadcast. Inclusion criteria included a body mass index (BMI) above 
25, and aged between 20 and 70. Exclusion criteria included a current pregnancy and any 
severe mental health problems (e.g., schizophrenia, severe depression, diagnosed personality 
disorders). The first author conducted all interviews between July 2010 and January 2011 
using a semi-structured discussion guide. Interviews were conducted either face-to-face at the 
university or by phone for individuals who wanted to participate but lived remotely. 
Participants were offered small incentives for participation ($15 movie vouchers). Informed 
by Bordin‟s [27] conceptualisation of the working alliance including bonds, goals, and tasks, 
interviews began with questions about the qualities important to develop a bond with a health 
professional, the goals one would like to agree on with their health professional, and what 
kind of changes (i.e., tasks) they would be more likely to implement. These domains were 
used as a “start list” [28] to segment the data into rationally derived domains, which were 
amended to more adequately reflect emerging concepts as data collection continued. 
Theoretical sampling towards the end of data collection recruited two participants through a 
lifestyle change clinic to obtain the perspectives of individuals who may have taken a long-
term perspective to making lifestyle changes, and thus valued being empowered by 
practitioners they may have visited. Data collection continued until no new themes appeared 
to be emerging.    
2.2. Data analysis 
 Consistent with recommendations by Corbin and Strauss [26], data analysis and the 
writing of memos began after the first interview. During the interview phase, the primary 
author began to open code the data into higher and lower-order concepts, delineating the 
properties and dimensions of each concept. NVivo 8.0 qualitative data analysis [29] was used 
to organise themes. Axial coding related concepts to each other and diagrams were drawn to 
indicate causality and visualise the initial model. Selective coding was used to integrate the 
developed categories and identify the core variable. The validity of open, axial, and selective 
coding phases was enhanced through triangulating codes and themes between the first, 
second, and third authors.  
3. Results  
 In total, 21 interviews were conducted, ranging in duration from 40 minutes to 2 hours 
and 30 minutes. Interviews were transcribed verbatim by the first author. Seven males and 14 
females participated, and ages ranged from 24-69 years with a mean of 46.3 (SD = 12.87). 
Body mass index ranged from 26-48. Eight participants had completed postgraduate 
education; nine had completed undergraduate; three had completed technical and further 
education (TAFE), and one had completed high school. Ten individuals dropped out of the 
study prior to being interviewed: several were unresponsive to emails, one thought help was 
being offered, one was instructed to call by another person and did not return the consent 
form, and one decided that they felt uncomfortable talking about the topic after initially 
indicating interest in participating. 
3.1. Patient and practitioner characteristics  
The overall model that emerged from the data is presented in Figure 1. Matching 
between patient and practitioner characteristics was an important theme because of its 
influence on collaboration. While the matching process is complex given the presence of 
multiple moderators, some of the themes associated with matching process in this sample are 
described below. In the accompanying quotes, participants‟ identification code, gender, and 
age are mentioned in brackets. 
Patients who were sceptical about prescriptions based on their existing knowledge and 
experience valued a practitioner who was willing and able to explain the rationale behind 
prescribing a specific program of exercise or diet. Other patients who described themselves as 
not being an emotionally strong person during the interviews were more willing to listen to a 
non-judgemental practitioner. In addition, patients who strongly valued personal autonomy 
described being resistant towards directive practitioner communication.  
Patients lacking in motivation identified with health professionals who had a similar 
weight status to them, finding this person credible and consequently a source of inspiration. 
Gender also appeared to be a moderator with female patients admiring practitioners who were 
able to empathise with them and validate their personal circumstances. In contrast, some men 
respected practitioners who practised healthy eating and exercise habits themselves, while 
women who didn‟t consider themselves fit or healthy found this intimidating.  
The focus of the collaborative process also differed as a function of gender in this 
sample. In addition to the goals themselves, females emphasised the process of reaching 
lifestyle goals (e.g., subjective changes in dietary quality) while males tended only to value 
discussions about outcomes (e.g., kilograms & timeframes). A practitioner completely 
focused on outcomes was therefore not a good match for a patient who valued focusing on 
process as well, and these matches reduced effective collaboration and consequently 
relational trust because of incongruent goals between patients and practitioners.  
Insert Table 1 here 
In summary, the matching of patient and practitioner characteristics was important to 
facilitate effective collaboration. For example, sceptical patients were a good match for 
practitioners who clearly and confidently explained rationales behind treatment. Patients who 
described not being emotionally strong and patients who valued personal autonomy matched 
well with practitioners who were non-judgemental and empathetic of life circumstances 
respectively. The credibility of practitioners, based on their weight status, was also important 
to motivate patients, and gender appeared to moderate these preferences. Females were 
motivated by a practitioner who was able to understand and validate their life circumstances 
while males were motivated by a practitioner who modelled healthy lifestyle behaviours. 
Gender also appeared to moderate the focus of collaboration, with females focusing on the 
process and males focusing on outcomes. 
Insert Figure 1 here 
3.2. Patient collaboration  
Patient collaboration was an explicit process occurring in the patient-practitioner 
interaction. Collaboration manifested itself when patients were able to contribute to the 
discussion about weight and treatment options with a practitioner, usually by verbalising their 
perspectives or preferences. For instance:  
“They (practitioners) can convey that they are on my side by mutually agreeing on the 
goals, by saying this is what I think will be good for you, do you agree? Yes no maybe how 
are we going to get there? By mutually negotiating outcomes, giving me all the facts upfront, 
and then saying, this is how I want you to do it.” [Participant 21 – Male – 31] 
Two lower-order subcategories of collaboration, perceived power dimensions and 
openness, emerged from the data.  
3.2.1. Perceived power dimensions 
The first subcategory of collaboration was the power dimensions perceived by 
patients in the consultation. Equal power was evident when practitioners listened to patients 
and answered questions, allowing collaboration to take place which led to the development of 
trust. Unequal power manifested in criticism of the patient and inhibited the collaborative 
process and prevented trust being built.  
3.2.2. Openness  
The other subcategory of collaboration was openness. When practitioners were open 
and honest with information about treatment options and accompanying rationales during 
collaboration, patients were empowered by being more readily able to perceive the utility of 
these changes and make an informed decision. In some cases, not all treatment options were 
discussed until patients took the initiative.  
Insert Table 2 here 
The collaboration process thus involved the sharing of power between patient and 
practitioner, and practitioner openness with treatment options and rationales behind 
treatment. Both of these aspects led to the patient‟s trust in the practitioner, which will now 
be discussed. 
3.3. Patient trust  
Patient trust emerged as a concept developed implicitly in the patient-practitioner 
relationship, fostered by relational, informational, and credible characteristics of the 
practitioner which were evident as they collaborated with patients. These were coded as 
subcategories of patient trust and are described below. 
3.3.1. Relational trust 
Relational trust was a trust in the practitioner based on their character, interpersonal 
skills, and the rapport developed. In the eyes of participants, relational trust was demonstrated 
most often when practitioners took an interest in them:  
 “I think it is just an instinctual thing that if you didn‟t feel that they were interested in 
you as a person then I wouldn‟t trust them…” [Participant 3 – Female – 56] 
3.3.2. Informational trust 
Informational trust referred to trusting the practitioner‟s knowledge and explanations, 
while credibility was the behaviour practitioners modelled to their patients. These 
characteristics are described below as they relate to empowerment.  
During collaboration, informational trust was also built from clear rationales for 
programs, which had the effect of empowering patients by allowing them to make informed 
decisions: 
“There was a clear goal and he told me what he wanted to do, he explained why he 
wanted to do it. He gave me the option to say no I don‟t want that. He told me what he was 
going to do but still put me in the driver‟s seat where at any point I could have said no that‟s 
not what I want. I wasn‟t inclined to because it was apparent he knew what he was talking 
about but the fact that it was related in such a way that he was willing to explain the rationale 
behind what he was doing was helpful” [Participant 21 – Male – 31].  
3.3.3. Credible trust 
Credible trust was evident when male participants interacted with a practitioner who 
engaged in the lifestyle they were suggesting:  
“If they (the practitioner) were themselves in shape and fit and healthy and 
enthusiastic and driven and happy within themselves, I think that would all paint a picture of 
someone who is a success at what they are preaching. Someone who is fit and in shape 
(would make me more likely to implement suggested changes).” [Participant 18 – Male – 44] 
Trust was therefore a multidimensional concept fostered by relational, informational, 
and credible aspects of the practitioner. While the practitioner being knowledgeable and able 
to explain rationales behind treatment was heavily emphasised by participants (informational 
trust), patients suggested that interest in a patient‟s story (relational trust) and a practitioner 
who evinced healthy lifestyle behaviours (credible trust) increased their willingness to 
consider information seriously and make the suggested lifestyle changes.  
3.4. Empowerment 
Empowerment in this sample was evident when patients negotiated goals, owned 
these goals as a result (goal ownership), and were able to perceive the utility of changes. 
Patients were often given the opportunity to choose and own meaningful and realistic 
lifestyle goals if they understood the reasons for the required lifestyle changes. These aspects 
of empowerment resulted from relational and informational trust built in the relationship 
through collaboration.  
3.4.1. Goal ownership 
Goal ownership in our data was seen in the patient choosing and therefore owning 
meaningful and realistic goals. Patients had a sense of ownership over the goals of treatment 
through informational and relational trust which was developed during collaboration:  
 “I said to her: Do you really think I will get by on 1200 calories per day with the 
amount of exercise I do and um to me if she said you‟ve got to stick with 1200 calories or 
you‟ve got no chance I would have probably walked away because although she was a nice 
person I thought I was going to connect with her, the advice wasn‟t going to make sense. She 
gave me an extra 100 calories. That‟s a very good example of how she was willing to 
negotiate with me.” [Participant 3 – Female – 56] 
Other patients who didn‟t appear to negotiate goals with practitioners displayed low 
ownership of these goals:  
 “I guess them supporting me and giving me achievable goals (would be important 
when talking to a practitioner). Although what they give me is achievable, I just don‟t wanna 
do it, and I don‟t know why. Supporting me through their words, and recommending ways to 
do it.” [Participant 7 – Female – 37] 
3.4.2. Perceived utility of changes 
 Another empowering outcome of the collaboration process was the perceived utility 
of changes. Patients were able to make informed decisions once they understood rationales 
for making changes. Through informational trust from the collaborative process, patients 
were empowered by being readily able to perceive the utility of changes when it was 
explained clearly to them: 
 “If they can give me a very clear process and very clear goals and they can justify it 
and explain why this is so and how you are going to achieve that (I would be more likely to 
implement changes). Don‟t just say go and do exercise tell me this is, we‟ll work a bit of a 
program and set some goals.” [Participant 19 – Male – 51] 
Perceiving the utility of changes was particularly important for those with a 
background in health care:  
“Going to a doctor that just says here take this, pills, I wanna know why he is giving 
me these pills, but then again my nursing background, but so many doctors do try that, just 
palm you off oh you are alright, but I am very lucky I have doctor who does explain things, 
and if she doesn‟t know she will go and look it up because she knows I want an answer.” 
[Participant 8 – Female – 69] 
4. Discussion and conclusion  
4.1. Discussion  
The model that emerged from the data suggests that matching patient and practitioner 
characteristics leads to empowering outcomes for patients during collaboration and 
consequently through developing trust. Empowering outcomes developed through this path 
included patients having a sense of ownership over the goals they had negotiated and 
perceiving the utility of changes. 
Lending support to the concept of patient-practitioner characteristic matching, 
Thompson et al. [30] have previously noted that scepticism must be met with a provider who 
acknowledges, respects, and takes this into account, adjusting their decision-making process 
accordingly. To continue treatment, Thompson et al. suggested that this patient will likely 
need the opportunity to ask their physician questions and hear their reasons for prescribing 
medication and an explanation of how it works. Similarly, we found that scepticism is a good 
match for practitioners who can confidently convey clear rationales to patients. Females who 
described themselves as not emotionally strong during the interviews valued a non-
judgemental health professional. Given that obese adults are stigmatised in both the public 
arena and health care settings [15], which is in turn significantly associated with impaired 
mood [31], perceived non-judgemental responses from practitioners are crucial in building 
relationships with patients who may expect to feel stigmatised during consultations.   
In accordance with previous research [32], we found that practitioners seemed readily 
able to empathise with patients when they had experienced similar circumstances. Validating 
these circumstances through expressing empathy may help patients experience fewer negative 
emotions and more positive emotions [33-35], which may prelude a more empowering 
working relationship between patient and practitioner. Indeed, the study by Fox et al. [32] 
found that physicians had altered their practice to be more empowering after personally 
experiencing illness. 
 In terms of collaboration, patients perceiving unequal power appeared to hinder the 
collaboration process. Perceived unequal power manifested in criticism of the patient‟s 
weight loss and their position in a healthy weight range. This criticism may be perceived as 
stigma by patients which may decrease motivation, rather than encourage health behaviour 
change [36]. An egalitarian relationship characterised by shared power is also desired by 
parents of obese children when negotiating with clinicians during weight counselling [37]. 
 Openness was another subcategory of collaboration and included the category of 
honesty as a general quality of the practitioner, along with appropriate provision of treatment 
options and information relevant to patients‟ goals, needs, and expectations. Honesty is also a 
practitioner characteristic valued in pediatric weight management consultations [37] and the 
working alliance in psychotherapy [38]. Being open about the overweight/obese patient‟s 
situation is important , given that patients told by their physician that they are overweight are 
more likely to lose weight relative to those who are not told [39, 40]. Thus, if practitioners are 
reluctant to be open with treatment options, this may prevent shared decision making which 
may empower patients and motivate weight reduction efforts. Interpretations of our findings 
suggest that practitioners may be reluctant to raise weight issues after previously 
encountering unfriendly, defensive, or hostile patients when the issue of weight was raised. 
Similar to previous research [41], trust developed implicitly in the patient-practitioner 
relationship in our study. The tendency for relational dimensions to affect evaluations of a 
practitioner‟s competence has been noted previously [42] and was also evident here, with 
patients suggesting they could not take a practitioner‟s information or advice seriously if no 
prior interpersonal connection had been made. Informational trust was developed by 
practitioners who were, to the satisfaction of the patient, perceived to be willing and able to 
explain rationales behind prescribed treatments. This supports previous findings which 
indicate that less informative communication accounts for lower trust in physicians [43].  
Credible trust differed as a function of gender. Males in the sample suggested they 
would be more likely to implement lifestyle changes when encountering a practitioner who 
actively engaged in healthy behaviours. This may be because the credibility of the advice 
giver can positively influence the persuasive effects of practitioner messages [44], and diet 
and exercise practises disclosed by the practitioner make them more believable and 
motivating [45, 46]. Some women in our study perceived that a healthy practitioner is 
daunting to visit, while others suggested that it was difficult to identify with practitioners who 
did not have a similar weight status. Approaching an overweight practitioner may therefore 
be more comfortable for some, as these practitioners can be role models and a source of 
understanding for the patient‟s struggles [47]. 
The pathway from collaboration to trust led to empowering patient outcomes 
including patient ownership of goals and perceiving the utility of changes. The opportunity to 
negotiate the type or extent of lifestyle changes moderated patients‟ ownership of their goals. 
Low goal ownership is a significant predictor of attrition in overweight patients participating 
in weight intervention studies [48], indicating that it might be important in determining 
adherence to weight loss practices in general. Previously, a moderate to strong relationship 
has been observed between patient-practitioner relationships (measured by working alliance) 
and patient beliefs about the perceived utility of treatment [49]. Our qualitative data suggest 
that this may occur either when practitioners are open with the rationales behind prescriptions 
(building informational trust), or when patients feel comfortable seeking additional 
information from their practitioner to clarify treatment rationales (relational trust built from 
shared power).  
Several limitations are present in this study. Convenience sampling and associated 
self-selection made our sample well-educated, so the perspectives of obese individuals with 
lower educational attainment may differ from the perspectives here. They may place more of 
a value on information, given that in some settings (e.g., cancer care) they report higher needs 
for information [50]. The qualitative methodology and sampling procedure prevent any 
generalisable statements about patient-practitioner relations in treatment for 
overweight/obesity. Future research could ask practitioners about the characteristics they feel 
work best with their patients, which could be compared to what patients themselves have said 
to determine how well the two perspectives align. Future research could also quantitatively 
examine the effect of patient characteristics like autonomy, scepticism, and honesty on 
collaboration and the development of trust in the patient-practitioner relationship. This may 
present opportunities to develop screening measures which provide information to improve 
communication through matching communication styles and educating patients and 
practitioners about their own characteristics which may influence consultations. It will also 
be important to determine prospectively if the patient-practitioner relationships desired by 
overweight/obese adults translate into more success with weight loss and/or self-management 
of healthy lifestyle behaviours.  
4.2. Conclusion 
 Patients were empowered by an ideal match between patient and practitioner 
characteristics on several dimensions, which led to empowering outcomes through the 
collaborative process and trust developed in the relationship. During collaboration, sharing 
power and openness with treatment options and information empowered the patient to 
participate in their care. Trust in the practitioner was implicitly being developed in this 
process, as a patient determined whether the practitioner was competent in knowledge, 
adequately relational, and credible in advising changes in diet and levels of physical activity. 
Relational and informational trust formed from collaboration led to empowering outcomes 
including patients who owned their goals and understood the utility of making lifestyle 
changes.  
4.3. Practice implications  
 
This theory assists in understanding the pathways and mechanisms through which 
patient-practitioner communication can lead to empowering outcomes during treatment for 
overweight/obesity. Practitioners in this field can use these findings to communicate with 
their patients with the objective of encouraging collaboration and developing trust in order to 
lead to empowering outcomes for patients. It may be practical to train practitioners in the 
concepts and model presented in this article. For example, practitioners can be trained to be 
sensitive to both verbal and nonverbal cues from patients in order to infer their likely 
preferred communication style and then match their communication style to the preferred 
communication style needs of the patient. Similarly it might be possible to train practitioners 
in the concepts identified in this article that lead to patient collaboration, patient trust and 
empowerment. For example, in terms of building patient trust, relational trust might be 
developed through brief questions about patients‟ lives which indicate interest in them and 
help practitioners to tailor advice according to the patient‟s context. Informational trust might 
be fostered through accurately conveying treatment options and information when 
appropriate or requested, and credible trust might be fostered through appropriate disclosure 
of lifestyle behaviours and/or personal struggles with weight.  
References 
 
[1] Holman H, Lorig K. Patients as partners in managing chronic disease. Partnership is a 
prerequisite for effective and efficient health care. Brit Med J 2000;320:526-7. 
[2] Laine C, Davidoff F. Patient-centered medicine. A professional evolution. J Amer Med 
Assoc 1996;275:152-6. 
[3] Putnam SM, Lipkin Jr M. The patient-centered interview: research support. In: Carroll 
JG, Frankel RM, Keller A, Klein T, Williams PK, Lipkin Jr M, Putnam SM, Lazare A, eds. 
The medical interview: clinical care, education, and research. New York: Springer, 1995;530-
7. 
[4] Swenson SL, Buell S, Zettler P, White M, Ruston DC, Lo B. Patient-centered 
communication. J Gen Intern Med 2004;11:1069-81. 
[5] Anderson EB. Patient-centeredness: a new approach. Nephrol News Issues 2002;16:80-2. 
[6] Little P, Everitt H, Williamson I, Warner G, Moore M, Gould C, Ferrier K, Payne S. 
Observational study of effect of patient centeredness and positive approach on outcomes of 
general practice consultations. Brit Med J 2001;323:908-11. 
[7] Beck RS, Daughtridge R, Sloane PD. Physician–patient communication in the 
primary care office: a systematic review. J Am Board Fam Pract 2002;15:25-38. 
[8] Anderson RM, Funnell MM. Patient empowerment: myths and misconceptions. Patient 
Educ Couns 2010;79:277-82. 
[9] Anderson RM, Funnell, MM. Patient empowerment: reflections on the challenge of 
fostering the adoption of a new paradigm. Patient Educ Couns 2005;57:153-7. 
[10] Aujoulat I, d‟Hoore W, Deccache A. Patient empowerment in theory and practice: 
polysemy or cacophony? Patient Educ Couns 2007;66:13-20.  
[11] Stubbs J, Whybrow S, Teixeira P, Blundell J, Lawton C, Westenhoefer J, Engel D, 
Shepherd R, Mcconnon A, Gilbert P, Raats M. Problems in identifying predictors and 
correlates of weight loss and maintenance: implications for weight control therapies based on 
behaviour change. Obes Rev 2011;12:688-708.  
[12] Elfhag K, Rössner S. Who succeeds in maintaining weight loss? A conceptual review of 
factors associated with weight loss maintenance and weight regain. Obes Rev 2005;6:67-85. 
[13] Durant NH, Bartman B, Person SD, Collins F, Austin SB. Patient practitioner 
communication about the health effects of obesity. Patient Educ Couns 2009;75:53–7.  
[14] James KS. People who were obese tried diets but felt they needed ongoing support to 
empower them to make lifestyle changes. Evid Based Nurs 2009;12:92.  
[15] Puhl RM, Heuer CA. The stigma of obesity: a review and update. Obesity 2009;17:941-
964. 
[16] Prilleltensky I, Gonick L. Polities change, oppression remains: on the psychology 
and politics of oppression. Polit Psychol 1996;17:127-48. 
[17] Berghöfer A, Pischon T, Reinhold T, Apovian CM, Sharma AM, Willich SN. Obesity 
prevalence from a European perspective: a systematic review. BMC Public Health 
2008;8:200-209.  
[18] Australian Institute of Health and Welfare. Australia‟s health 2010. Canberra, ACT: 
AIHW, 2010. 
[19] Australian Bureau of Statistics. National health survey: summary of results, 2007-2008 
(reissue). Canberra, ACT: ABS, 2010. 
[20] McWilliam CL, Stewart M, Del Maestro N, Pittman BJ, Brown JB, McNair S, Desai K, 
Patterson ML. Creating empowering meaning: An interactive process of promoting health 
with chronically ill older Canadians. Health Promot Int 1997;12:111-23. 
[21] Paterson B. Myth of empowerment in chronic illness. J Adv Nur 2001;34:574-81. 
[22] Skelton AM. Patient education for the millennium: beyond control and emancipation? 
Patient Educ Couns 1997;31:151-8. 
[23] Chang LC, Li IC, Liu CH. A study of the empowerment process for cancer patients 
using Freire‟s dialogical interviewing. J Nurs Res 2004;12:41-9.  
[24] Maliski SL, Clerkin B, Letwin MS. Describing a nurse case manager intervention to 
empower low-income men with prostate cancer. Oncol Nurs Forum 2004;31:57-64. 
[25] Loft M, McWilliam C, Ward-Griffin C. Patient empowerment after total hip and knee 
replacement. Orthop Nurs 2003;22:42-7. 
[26] Corbin J, Strauss A. Basics of qualitative research: techniques and procedures for 
developing grounded theory. Los Angeles: SAGE Publications, 2008. 
[27] Bordin ES. The generalizability of the psychoanalytic concept of the working alliance. 
Psychother-Theor Res 1979;16:252-60. 
[28] Miles MB, Huberman MA. Qualitative data analysis: an expanded sourcebook. 
Thousand Oaks, CA: Sage Publications, 1994. 
[29] NVivo qualitative data analysis software; QSR International Pty Ltd. Version 8, 2008. 
[30] Thompson BM, Teal CR, Scott SM, Manning SN, Greenfield E, Shada R, Haidet P. 
Following the clues: teaching medical students to explore patients‟ contexts. Patient Educ 
Couns 2010;80:345-350.  
[31] Carr D, Friedman MA, Jaffe K. Understanding the relationship between obesity and 
positive and negative affect: the role of psychosocial mechanisms. Body Image 2007;4:165-
177. 
[32] Fox FE, Rodham KJ, Harris MF, Taylor GJ, Sutton J, Scott J, Robinson B. Experiencing 
“the other side”: A study of empathy and empowerment in general practitioners who have 
been patients. Qual Health Res 2009;19:1580-1588. 
[33] Fogarty LA, Curbow BA, Wingard JR, McDonnell K, Somerfield MR. Can 40 seconds 
of compassion reduce patient anxiety? J Clin Oncol 1999;17:371-9. 
[34] Ong LM, Visser MR, Lammes FB, de Haes JC. Doctor–patient communication and 
cancer patients‟ quality of life and satisfaction. Patient Educ Couns 2000;41:145-56. 
[35] Schofield PE, Butow PN, Thompson JF, Tattersall MH, Beeney LJ, Dunn SM. 
Psychological responses of patients receiving a diagnosis of cancer. Ann Oncol 2003;14:48-
56.  
[36] Brownell KD, Puhl RM, Schwartz MB, Rudd LE: Weight bias: nature, consequences, 
and remedies. New York: Guilford, 2005.  
[37] Farnesi BC, Newton AS, Holt NL, Sharma AM, Ball GD. Exploring collaboration 
between clinicians and parents to optimize pediatric weight management. Patient Educ Couns 
2011. 
[38] Ackerman SJ, Hilsenroth MJ. A review of therapist characteristics and techniques 
positively impacting the therapeutic alliance. Clin Psychol Rev 2003;23:1-33. 
[39] Levy BT, Williamson PS. Patient perceptions and weight loss of obese adults. J 
Fam Pract 1988;27:285-90. 
[40] Kant AK, Miner P. Physician advice about being overweight: association with 
self-reported weight loss, dietary, and physical activity behaviors of US adolescents in the 
National Health and Nutrition Examination Survey, 1999–2002. Pediatrics 2007;119:e142-7. 
[41] Skirbekk H, Middlethon AL, Hjortdahl P, Finset A. Mandates of trust in the doctor-
patient relationship. Qual Health Res 2011;21:1182-90. 
[42] Mechanic D, Meyer S. Concepts of trust among patients with serious illness. Soc Sci 
Med 2000;51:657-68. 
[43] Gordon HS, Street RL Jr, Sharf BF, Kelly PA, Souchek J. Racial differences in trust and 
lung cancer patients‟ perceptions of physician communication. J Clin Oncol 2006;24:904-9. 
[44] Ledford CJ, Villagran MM, Kreps GL, Zhao X, McHorney C, Weathers M, Keefe B. 
“Practicing medicine”: patient perceptions of physician communication and the process of 
prescription. Patient Educ Couns 2010;80:384-392. 
[45] Frank E, Breyan J, Elon L. Physician disclosure of healthy personal behaviors improves 
credibility and ability to motivate. Arch Fam Med 2000;9:287-90. 
[46] Oberg EB, Frank E, Physicians‟ health practices strongly influence patient health 
practices. J R Coll Physicians Edinb 2009;39:290-1. 
[47] Reilly JM. Are obese physicians effective at providing healthy lifestyle counseling? Am 
Fam Physician 2007;75:738-41.  
[48] Huisman S, Maes S, De Gucht VJ, Chatrou M, Haak HR. Low goal ownership predicts 
drop-out from a weight intervention study in overweight patients with type 2 diabetes. Int J 
Behav Med 2010;17:176-181. 
[49] Fuertes JN, Mislowack A, Bennett J, Paul L, Gilbert TC, Fontan G, Boylan LS. 
Physician–patient working alliance. Patient Educ Couns 2007;66:29-36. 
[50] Matsuyama RK, Wilson-Genderson M, Kuhn L, Moghanaki D, Vachhani H, Paasche-
Orlow M. Education level, not health literacy, associated with information needs for patients 
with cancer. Patient Educ Couns 2011; 85:e229–e236. 
 
Table 1 
Matching characteristics between patients and providers 
Matching characteristics Description 
Patient scepticism and 
practitioner explanations 
“The trainer has designed a program that is quite different to 
what I was doing on my own; it is quite different to anything I 
have ever done before. I am sceptical as to its…, I am bit like 
wow that is nothing I have ever seen before, but he was able to 
explain clearly why it was going to work” [Participant 21 – 
Male – 31] 
Not emotionally strong and 
non-judgemental 
practitioners 
“Probably the non-judgmental things I think (are important for 
me to make suggested changes), so if I can go in and feel 
comfortable in their presence, without them judging me, for 
who I am, or what I am, then I am going to be more willing to 
listen, I am not going to get defensive about what they are 
saying” [Participant 13 – Female – 25] 
Personal autonomy and 
practitioner empathy 
“Look they are rubbish (exercise guidelines) because they are 
still setting... that is that rebellious side of me, I don‟t like being 
told what to do as you might guess. And you have someone sort 
of saying this is how much you should exercise, who are they to 
tell you that? They don‟t know your life” [Participant 12 – 
Female – 41] 
Unmotivated patients and 
practitioner empathy 
“And I guess, have empathy (is an important quality for a 
practitioner), and that‟s what I love about my doctor, because 
she‟ll say hey I know how hard it is to be a working mother, I 
have done it all my life, you know, it‟s not easy, it‟s a big job, 
and to fit in exercise is you know...” [Participant 5 – Female – 
37] 
Female patient and 
practitioner focused on 
process 
“That‟s why I really liked this dietician. She wasn‟t all about 
numbers, she was just there to support me and educate me in 
what I should be eating” [Participant 5 – Female – 37] 
Male patient and practitioner 
focused on outcomes 
“Tailored to a specific goal, highly routine, short stage goal 
setting, competition based, short-term goals rather than saying 
in 10 weeks I want to lose 10 kilos, in 4 weeks I want to lose 4 
kilos, so after a clearly defined time that is short, and in that 
time you get a clear measure of success or failure” [Participant 
21 – Male – 31] 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
          Figure 1: Process of patient-practitioner relations facilitating patient empowerment 
Patient empowerment 
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able to explain 
- Weight status 
- Lifestyle 
 
Perceived utility of 
changes 
Goal ownership 
Trust 
- Relational 
- Informational 
- Credible 
 
Collaboration 
- Perceived power 
- Openness 
 
 
Table 2 
Subcategories of collaboration: Perceived power dimensions and openness 
Theme Description 
Perceived unequal power  “Yeah I needed some trust; I needed to find someone I 
trusted really. So someone saying you‟re a freak you don‟t 
even fit on this page (healthy weight charts), that isn‟t going 
to get any trust from a teenager or anyone. Someone who 
when you actually work really hard... Since I have been 
losing weight I don‟t lose half a kilo every week, I suddenly 
lose 2kgs in one day. So it‟s just outrageous that somebody 
could criticise me for only losing what half a kilo. You 
know I walked to these meetings by myself I did 
somewhere in my heart want to lose weight and want to try 
and do the right thing but then I always felt a bit slapped in 
the face by these healthcare professionals sort of thing. 
From my own experience with teaching teenagers, it takes 6 
months to get trust with people, and you can get to them but 
it takes at least 6 months of really proving that they can 
trust you. It was a dietician that criticised me for only losing 
500g. I would rather they had said „oh, good on you‟.” 
[Participant 15 – Female – 38]  
Perceived equal power “I figure if you are going to a health professional and you 
are talking about yourself and your own experiences then 
they should listen as well, they need to listen and be honest 
and talk on the same level as the patient really.” [Participant 
22 – Male – 28]. 
Openness (negative case) “The options that were being presented to me were continue 
on painkillers and that‟s a lifestyle...we will keep 
prescribing painkillers, or surgery which you just sort of go 
hello I‟m early 30s... losing weight wasn’t presented to me 
as something that would help. The medical establishment 
doesn‟t say hey...if you just lose a few kgs (kilograms) you 
will be fine. It took me a while to ask those questions and 
say well what can I functionally do, can I get stronger. I 
asked my GP about it later (not mentioning weight) and he 
said yeah we‟ve sort of learnt you never raise people‟s 
weight or if you do you sort of do it in passing” [Participant 
4 – Female – 35]. 
Openness (positive case) “Probably just brutal honesty would be best (from the 
practitioner). This is how it‟s going be, it has to change, you 
are playing with fire if you don‟t change what you are 
doing.” [Participant 5 – Female – 37] 
 
 
 
